Urinary (UI) and fecal incontinence (FI) are troublesome conditions for many in society; both UI and FI increase in prevalence with increasing age. Despite well-recognized effects on health, well-being and quality of life, incontinence is often seen by care providers and payers as a social problem, rather than a health related one. Nurses are in a key position to assist those affected by UI. Nurses have the potential to identify people with incontinence, establish appropriate interventions and provide valuable education to empower patients. Indeed, nurses are ideally placed to perform the initial assessment and management of incontinence, that portion of the care pathway which is crucial, but often poorly done. Unfortunately, this is not always easily implemented; nursing staff have identified environmental barriers, such as lack of time at work, and consider UI a low priority that prevents the facilitation of interventions. This article reviews the evidence on nursing involvement, or lack of it, in continence care and suggests a strategy to improve the situation, involving a complex intervention of knowledge translation.
Women in particular often believe that incontinence is an inevitable consequence of childbirth and aging; a minority of incontinent women ever consult health professionals about the problem. 5 In a more recent Canadian study, two out of three in 4,000 community-dwelling women of over 65 years of age held the belief that incontinence was a normal part of aging. Those women who held this belief and had incontinence had a worse quality of life than those who did not but were no less likely to have sought help for their condition or attempted to manage it. 6 People with incontinence who do seek help often experience suboptimal care; in an audit of continence care across England, Wales and Northern Ireland, the majority of patients with incontinence did not receive an individual assessment of their problem; the approach toward many older people tended to focus on methods of containment. 7 Additionally, older adults were less likely to receive guideline-adherent standards of care than younger adults. [8] [9] [10] People with incontinence also experience clinician-related barriers to care; many of the attitudes possessed by people with incontinence are reflected in their clinicians, somehow minimizing the importance of the condition and reinforcing the belief that incontinence is not a serious enough problem about which to "bother the doctor". 11, 12 Outside of studies of continence programs involving specialist continence nurse services, [13] [14] [15] little is known about people seeking continence information directly from nurses. It is unknown as to whether generalist nurses are seen as having knowledge of continence care by the public, as nursing roles are generally poorly understood, 16 or to what extent health system limitations restrict direct access to nurses, including advanced practice nurses such as nurse practitioners, 17 who may have additional skills and knowledge in continence assessment and management.
What limits nursing engagement in continence promotion and care?
Nurses are in a key position to assist those affected by UI. Nurses have the potential to identify people with incontinence, establish appropriate interventions and provide valuable education to empower patients. Indeed, nurses are ideally placed to perform the initial assessment and management of incontinence, that portion of the care pathway which is crucial, but often poorly done. Unfortunately, this is not always easily implemented; nursing staff have identified environmental barriers, such as lack of time at work, and consider UI a low priority that prevents the facilitation of interventions. 18 Outdated attitudes and lack of basic understanding of incontinence also limit nurses' engagement in continence care, with many nurses also expressing the opinion that incontinence is a normal, expected consequence of aging. 19 Dingwall and McLafferty reported that in hospitals, nurseled strategies for continence care tended to focus on product identification and containment of incontinence, rather than active treatment. Conflicting clinical priorities, varying staff approaches to urinary continence and deficits in education were cited among the barriers to promoting continence. 19 A number of studies concluded that a demonstrable lack of continence knowledge on the part of nursing staff translated into poor continence care. 19, 20 These attitudes are not confined to any particular care setting and have been reported in acute care, community care and long-term care for older people. [21] [22] [23] Perhaps unsurprisingly, given such beliefs and educational deficits, in comparison to other conditions, incontinence is not seen by nurses as a priority for active management. 21 A study on acute care nursing noted what the authors called inertia in continence care, where in 600 records from 132 nurses, there was little documentation of assessment or diagnosis of UI in hospital inpatients. 24 Factors related to the suboptimal provision of continence care by nursing staff have been examined in a number of studies using a variety of methods; these can be classified into personal (eg, attitude, belief, lack of content knowledge), team-based (eg, low priority, low commitment) and organizational (eg, high workload, limited access to required resources, lack of institutional support) factors. 22, 25, 26 Nurses in practice appear to be deficient in knowledge on how to deal with UI, with their care focusing on containment. 27, 28 In a Taiwanese study comparing the knowledge and attitudes of registered nurses and nursing assistants in nursing homes, the level of continence knowledge in nurses was higher than in the nursing assistants but nurses had more negative attitudes than the assistants. Reported practices did not differ between the groups and were centered on changes of wet clothes, linens and diapers with little assessment or active management of the problem. 29 Multiple reports have identified nurses' lack of sufficient knowledge as a barrier to appropriate interventions for patients living with incontinence. 30, 31 A recent survey in China has highlighted that low levels of knowledge originate at the student level, although, in this study, there appeared to be an interest in gaining knowledge. 32 This is not always borne out however; whereas some nurses consider it important to extend their knowledge and skills in UI, most nurses have not undertaken any further UI education since graduation. 33, 34 This is similar to the situation reported in a survey of primary care physicians in Western Canada. 35 Evidence from advanced practice nurses suggests that they appear to have positive attitudes, perceptions and a good level Nursing: Research and Reviews downloaded from https://www.dovepress.com/ by 54.70.40.11 on 17-Feb-2020 For personal use only.
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Continence care: improving nurse engagement of knowledge of UI in women but even they had difficulty in applying this knowledge to their clinical setting. This led the authors of the paper to call for more relevant practical placements for these nurses. 36 So, wherein lies the problem? Is there enough educational delivery? A UK-wide study of postsecondary education for health professions found that there was no continence-related education in 14% of 294 curricula and that the mean number of hours devoted to incontinence was 4.7 (SD 4.3), findings that have been replicated elsewhere, where nursing staff indicate deficiencies in continence education. 37, 38 Can education help? Evidence on the effect of educational programs alone suggests an immediate impact, but there are limited data on sustainability of changes in practice or alterations in attitude. A Swiss study aimed at nursing staff and care aides working with residents with dementia comprised one educational session of 4 hours followed up with six case conferences on each ward in each of the seven participating nursing homes. The first case conference occurred ~2 weeks after the education program and then at monthly intervals thereafter. The program resulted in statistically significant improvements in the quality of life and no worsening in UI over the 6-month duration of the study 39 Likewise, an online educational program designed for rural and remote nurses in Korea demonstrated, although in a small number of more highly qualified nurses completing the evaluations, significant improvements in knowledge of and attitudes toward UI. 40 In a study of orthopedic care, where initially there was no application of guidelines and an identified knowledge gap, 41 a facilitated and monitored intervention improved care delivery in one unit, 42 but there has been no long-term assessment of sustainability. Similar short-term improvements have been reported in stroke care, 43 nursing homes, delivering education by webinar 44 
and by mixed interventions. 45
How might things be improved?
Methods to improve nurse provision of continence care need to be multipronged, and include articulation and stratification of nursing responsibilities, knowledge mobilization to improve use of guidelines and system changes that increase access to specialized nursing services. These strategies would support better access to continence care and have potential for improvement in patient outcomes.
Stratification of nursing responsibilities
Given the complexity of incontinence and other lower urinary tract symptoms (LUTS), and the barriers to generalist nurses undertaking continence assessment and management identified in previous studies, it is unrealistic to expect that all nurses have expertise in this area. Stratification of nursing responsibilities and expectations may be a more realistic approach. For the generalist nurse, basic educational preparation should include continence care with continuing education to assist with application to the specific context (acute, community or continuing care). Recently, Ostaszkiewicz 46 has suggested that for people who are care-dependent, front-line nurses and care providers should be prepared to conduct a foundational continence assessment focused on identifying the support needed to maintain continence or to manage incontinence, ensure the care is congruent with the individual's (or proxy's) preferences and view on dignity, recognize bladder/bowel signs requiring further assessment, identify sociocultural and environmental factors contributing to incontinence and provide "targeted and individualized continence care". Although the author specifically addresses those who are care dependent, the concept of a foundational assessment has the potential to be adapted for use by generalist nurses in a variety of settings. Delineation of what constitutes such an assessment, including case identification, needs identification in the context of acute, long-term and community care.
Specialized nurses should provide the next level of assessment and service, 47 which requires additional specialized preparation to conduct. Outcomes for nurse-led continence services, with care delivered by nurses with specialized education in continence, have been positive. In the UK, nurse-led continence services were effective in reducing symptoms, with high levels of patient satisfaction. 48 A subsequent qualitative evaluation of data from the service identified interpersonal as well as technical skills, including thoroughness, specialization and knowledge, as the key elements of patient satisfaction. 15 A specialty continence nurse service, working with general practitioners in a primary care setting in the Netherlands, was reported as being cost-effective. 14 Choi et al reported improved quality of life and self-efficacy for primary care patients enrolled in a Hong Kong nurse-led continence care program compared with a control group of primary care patients with LUTS. 49 Programs to prepare nurses with specialty education in continence care have been in existence for at least two decades, [50] [51] [52] although often limited to specific countries or regions. In their 2009 position statement, the USA-based Wound, Ostomy and Continence Nurses Society described the continence nurse as having an in-depth knowledge of normal voiding and defecation and common bladder and bowel Nursing: Research and Reviews downloaded from https://www.dovepress.com/ by 54.70.40.11 on 17-Feb-2020 For personal use only.
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Hunter and wagg function alterations, undertaking focused assessment with development of a nursing diagnosis and providing education on conservative management, including behavioral therapies, containment products, skin care and pelvic floor rehabilitation. 53 A role profile of the nurse continence specialist was developed and validated internationally under the auspices of the International Continence Society in 2016, 54 identifying that these clinicians hold specialized theoretical as well as experiential knowledge in bladder, bowel and pelvic floor dysfunction, providing continence services to a wide range of patient populations in diverse settings. Specialist continence nurses have the ability to undertake initial assessment and management of continence-related issues, as well as assume a case coordinator role.
Advanced practice nurses are defined as registered nurses with "expert knowledge base, complex decision-making skills and clinical competencies for expanded practice" 55 and are usually prepared at a graduate level of education. Their roles vary from country to country, but include additional skills and knowledge, including, where allowed by legislation, diagnosis based on comprehensive assessment, investigations and prescribing of therapeutics, including pharmacological interventions. Although not all advanced practice nurses have in-depth knowledge of continence care, 36 those with additional preparation in the specialty can effectively extend the services provided through nursing. 56 
Use of guidelines and knowledge mobilization strategies
The introduction of national and international guidelines has led to an opportunity to improve the standards of care for people with incontinence. Guidelines and competency documents are available from many professional medical and nursing organizations 57, 58 and are relevant to various health care settings, for example, rehabilitation 59 and general community nursing, 59 and across different jurisdictions, for example, Japan, 60 the USA 57 and France, 61 and for people of different ages and sexes. 62, 63 Unfortunately, these have been available for many years with variable uptake and evaluation and with continuing calls for attention and improvement. [63] [64] [65] [66] Thus, there remains a problem, one of implementation, a well-recognized phenomenon in guideline generation. 67 There are highly variable efforts put into dissemination of guidelines and their implementation. The National Institute for Health and Care Excellence, in England and Wales, is a notable exception, with a plethora of online materials developed to support this, including advice for providers and payers of health care services and patients themselves. 77 Additionally, there are auditable measures of performance which service providers can adopt to assess quality of continence care. Until 2010, England and Wales led the way in assessing the quality of service provision for adults with UI and FI in primary, hospital and nursing home care against national standards, using a feedback method which led to demonstrable improvements in care. 7, 8 Other attempts at quality assurance, conducted in the Netherlands, show partial adherence to guidelines by Dutch general practitioners. 68 In a study of uptake of the European Stroke Strategies by nurses working in stroke and neurology units, 90% of respondents reported assessing for postvoid residual urine, and although many respondents reported use of pads as an intervention (92%), their use of indwelling catheters was much lower than 42%. 69 Early mobilization was reported, but a description of toileting strategies was not included. This suggests that within specialized practice areas, uptake of guidelines may be good, but comparison of nursing practice in specialty versus nonspecialty areas, and in other settings, is needed to obtain a more comprehensive understanding of nurse adherence to continence-related guidelines in a variety of settings.
Undoubtedly, guideline implementation is complex and needs to be appropriate to context; 70 no one-size implementation attempt fits all. Whereas the evidence exists, the degree of facilitation required to gain improvement needs to be adapted to the context of the health care setting in which implementation is intended. The information needs to be appropriate, the reason for adoption needs to make sense and the requirement for change needs to be recognized. A paper by Lanham et al 71 describes four main elements of implementation which appear to be required for success. Successful implementation requires the recognition of unpredictability, the realization that the people for whom implementation is planned may spontaneously self-organize in a way different from that which was expected, that any facilitation needs to foster and encourage relationships and that overall, everything needs to make sense to the recipients, including not only the new way of doing things but also the rationale for change and improvement. Likewise, monitoring of the process appears to be associated with a higher degree of active implementation of innovations. 72 As continence interventions are undoubtedly complex, evaluation needs to be appropriate and meaningful to its intended recipients. The effectiveness of using educational materials, educational meetings, reminders and audit and feedback on improving clinical outcomes in various combinations and with other knowledge translation interventions has been proven. 73 Nursing: Research and Reviews downloaded from https://www.dovepress.com/ by 54.70.40.11 on 17-Feb-2020 For personal use only.
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Continence care: improving nurse engagement So, the opportunity for improvement appears to be that of a classical knowledge-to-action paradigm. 74 The evidence exists, data on effective continence care and care standards abound. Additionally, there are data on how to provide such care from a number of jurisdictions. A multipronged intervention, across health care settings, therefore appears appropriate, ranging from education at all levels of provision for all levels of nurses, ongoing professional development and the use of continence specialist practitioners as champions of care, working within multiprofessional teams in order to set acceptable ethos. Data suggest that continence specialists, unsurprisingly, deliver a higher standard of care, 48, 54, 63 but the high degree of specialization is unaffordable, and perhaps inappropriate, for many patients. Continence (either independent continence or dependent continence, depending upon the target population) 75 needs to be seen as a normal state, and efforts need to be focused on appropriate initial assessment and management as this is where the gains will be made. Regular assessment and monitoring of practice needs to be incorporated into existing frameworks in order to drive up the quality of care. Policymakers and payers remain to be convinced of the importance of continence care and the potentially great financial and social gains of providing high-quality care to the population. 14 improving access to specialized nursing services A systematic review of efficacy of continence service design for community-dwelling persons included a recommendation to move case coordination of continence care to nurses with specialized preparation in the practice area. 47 The authors concluded that a nurse-led model is effective, both from a clinical and a cost-effectiveness perspective. At the present time, continence services in many jurisdictions lack consistency. Movement to a new model of care delivery that includes direct access to nursing services for continence care may be challenging in many health systems. Newman et al 76 identify that one strategy to increase continence services is the development of policy documents to influence health service planners to invest. Newman et al also advocate for a modular service model that includes case detection, specialist assessment and treatment, case coordination, caregiver support, community-based support, use of containment products (after comprehensive assessment of need) and technology. A variety of other service models have been described in the literature, including primary care, although the addition of nurses and nurse practitioners with specialized continence knowledge has been shown to improve outcomes in this setting. 13 Newman et al suggested that a chronic disease model, used successfully with other conditions, after initial primary care contact, may be an effective strategy. In addition to nursing, provisions for multidisciplinary services, such as access to pelvic floor physical therapists, and physician specialist referral are needed in any comprehensive model of continence care.
Summary and conclusion
Continence issues are common and affect the quality of lives of those who suffer with them. Although nurses have the potential to improve patient outcomes, continence care is not always a priority and many nurses lack the educational preparation and understanding of continence-related issues to deliver high-quality care. Nurses with specialized preparation in continence care have been shown to have the requisite knowledge and skills to deliver effective high-quality continence care in specialized services. Stratifying nursing responsibilities between generalist and specialist nurses, making use of effective knowledge translation strategies to improve adherence to evidence-based practice guidelines and increasing access to specialized nursing services for continence care are ways to improve the delivery of continence services and patient outcomes.
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